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corpus	 to	 identify	 areas	 of	 interest	 relating	 to	 the	 ways	 in	 which	 the	 participants	 in	 the	
simulation	sessions	interact	with	other	and	with	the	technologies	being	used	in	their	tasks.	
Our	 analytic	 interest	 lay	 in	 how	 the	 activities	 taking	 place	 in	 the	 sessions	 unfold	 in	 a	














instance,	 Drew	 and	 Heritage,	 1992).	 This	 work	 highlights	 the	 relevance	 of	 institutional	
identities	 (nurse,	 doctor,	 patient	 etc.)	 to	 the	 accomplishment	 of	 tasks	 at	 hand	 and	 the	
tendency	for	asymmetries	and	constraints	on	interaction	to	exist	in	institutional	settings.	For	
instance,	 in	medical	 settings	 it	 is	 very	 rare	 that	 practitioners	 talk	 about	 their	 own	 (rather	
























Fragment 1: Smart Watch 
 




the	 Device	 measures	 compressions	 asynchronously	 with	 the	 compressions	 actually	 being	
conducted.	 We	 present	 a	 detailed	 analysis	 of	 the	 interactions	 occurring	 in	 this	 data	
fragment	in	order	to	show	that:		
• the	 ongoing	 activities	 in	 the	 setting	 are	 accomplished	 through	 the	 interactions	 of	
those	present;	

































































1. AED: deliver shock (.) shock delivered 
(0.6)      ↑               ↑ 
                
 
2. AED: Pause 
 (0.8) 
 
       
3. AED: if needed start CPR 
 
      (0.2) 
                                ↑         ↑ 
           
4. N4: okay 
  
[11 lines omitted] 
16. N4: okay oh 
 (.) 
17. N4: oh 
 (0.4) 
  
18. N1: its uhm 
    ↑    ↑ 
             
19. N2:      ( 3its like moved) (   )( it was on 0 and then  
it went to seven) 
(.) 


















In	 administering	 the	 shock	 and	 beginning	 compressions	 the	 nurses	 draw	 on	 their	
institutional	 knowledge	 of	 the	 AED	 sequence,	 conducting	 the	 different	 steps	 required	 at	
each	 appropriate	 point.	 The	 particular	 ways	 in	 which	 these	 steps	 are	 accomplished	 are	
contingent	on	phenomena	within	 the	 setting	 itself.	We	 can	 see	 the	 activities	 occurring	 in	





relevant	 the	 placing	 of	 the	 Smart	 Watch	 on	 the	 patient’s	 chest.	 In	 turn	 this	 placement	
projects	 the	 involvement	of	 the	watch	as	 relevant	 to	 the	next	action	 that	will	occur	–	 the	
compressions,	which	are	then	conducted	by	N4.	A	sequence	is	unfolding	in	which	one	action	
builds	 on	 another	 and	 activities	 are	 accomplished	 via	 collaboration	 between	 participants.	
We	 observe	 that	 the	 AED	 is	 oriented	 to	 as	 a	 (non-human)	 participant	 in	 this	 setting;	 its	





the	 actions	 of	 the	 participants.	When	N1	 places	 it	 on	 the	 patient’s	 chest	 she	 projects	 its	
presence	 as	 relevant	 to	 what	 is	 about	 to	 occur	 –	 the	 compressions.	 She	 places	 it	 in	 a	
particular	 way	 so	 that	 its	 face	 can	 be	 easily	 seen	 by	 N4,	 who	 will	 be	 conducting	 the	
compressions.	 With	 this	 action	 N1	 displays	 sensitivity	 to	 the	 ongoing	 task	 at	 hand,	 the	
particular	ways	in	which	the	task	will	be	achieved	and	the	needs	of	her	co-participants.	As	a	





seamless	way	 that	 does	 not	 disrupt	 the	 clinical	 tasks	 being	 undertaken.	 Furthermore,	we	
can	observe	that	the	AED	is	being	treated	as	an	asymmetric,	non-human	participant,	able	to	
issue	 instructions.	 Its	 treatment	 is	 asymmetric	 because	 its	 instructions	 are	 given	 priority	




After	 the	 AED’s	 utterance	 in	 line	 4,	 N4	 begins	 compressions	 on	 the	 patient	 –	 once	 again	
treating	 the	 device	 as	 legitimately	 able	 to	 issue	 instructions.	 According	 to	 the	 standard	




rhythm.	 As	 she	 completes	 her	 first	 compression,	 N1	 moves	 her	 right	 arm	 to	 the	Watch	
(Figure	5);	as	she	completes	the	second,	N1	taps	the	face	of	the	Watch.	What	has	happened	
is	that	the	Watch	has	not	turned	on	and	is	therefore	not	measuring	the	compressions	as	it	is	
supposed	 to.	N1’s	 actions	 attempt	 to	 switch	 the	Watch	on	and	 continue	 (Figure	5)	 as	N4	
carries	out	the	third	and	fourth	compressions.	In	fact,	N4	takes	a	longer	pause	between	the	
third	 and	 fourth	 compression	 than	 previously	 –	 an	 action	which	 appears	 designed	 to	 aid	







This	 disruption	 continues	 over	 the	 fifth	 and	 sixth	 compressions	 with	 N1	 continuing	 to	
attempt	 to	 switch	 the	 Watch	 on	 and	 N4	 producing	 a	 longer	 than	 usual	 pause	 between	




patient	with	 her	 hands	 clasped	 together	 in	 the	 ‘CPR	position’	 (Figure	 6).	 She	 then	moves	




that	 suggests	 she	 is	 about	 to	perform	 further	 compressions.	As	 she	does	 so	N2	 shifts	her	
gaze	away	 from	the	 screen	 to	her	 right	and	down	 to	 the	Watch.	The	attention	of	all	 four	
nurses	 is	 directed	 towards	 the	Watch	 and	 the	 particular	misalignment	 that	 has	 occurred	
between	 the	 compressions	 it	 has	 measured	 and	 the	 compressions	 that	 have	 been	





    
				Figure	 6a	 and	 6b:	 N4	 moves	 back	 into	 undertaking	 compressions	 despite	 having	
completed	a	cycle	of	30	
	
In	 the	 first	 phase	 of	 this	 fragment	 we	 observed	 the	 Smart	 Devices	 being	 integrated	
seamlessly	 into	 the	 activities	 of	 the	 simulation.	 However,	 analysis	 of	 the	 second	 phase	
reveals	 that	 the	 Smart	 Watch	 becomes	 problematic	 when	 it	 measures	 compressions	
asynchronously	with	the	compressions	actually	being	conducted	by	N4.	The	nurses	attend	
to	this	misalignment	as	problematic	in	their	visible	and	spoken	actions	and	their	attempts	to	









the	problem	switching	 it	 on	 that	determines	 that	 the	disruption	 to	 the	procedure	occurs.	
Rather,	 the	disruption	emerges	 through	the	particular	ways	 in	which	 the	nurses	attend	to	
the	 Watch	 –	 and	 made	 continued	 attempts	 to	 switch	 it	 on.	 The	 nurses	 respond	 to	 the	
directions	of	the	Watch	ahead	of	their	own	formal	knowledge	of	the	procedure,	treating	it	
as	 having	 a	 hierarchically	 superior	 status	 in	 the	 ongoing	 activity.	 In	 other	 scenarios	 the	
technology	 is	not	treated	as	having	this	status	and	this	asymmetry	does	not	appear	 in	the	













































1.  AED: Analysing heart rhythm  
   (0.9) 
          ↑  
          
2.  AED:   do not=4 
3.  D:          =okay= 
4.  AED: =touch the patient 
   (.) 






         
 
5.  N4:              okay stand by 
 
6.  D:                 stop for a moment while  
                                  ↑ 
                               
    it analyses its gonna 
    ↑ 
        
    (2.2)    
7.  AED: shock advised= 
8.  D:  =start- you start CPR for the moment 
    (0.4) 
           ↑ 
         
9.  AED:           charging= 
10. D: =let it charge 
    (.) 
11. AED: stand clear of the patient 
12. N4:                 okay stand 




14. D:  let it charge 
    (0.4) 
15. AED: deliver shock now 
16. D:             stand clear 
                       ↑     ↑ 
        
17. AED: press orange button (.) shock delivered 
    (.)  
18. D: okay start CPR=	
19. N3: =okay= 
20. AED: =pause 
    (0.6) 
21. AED: if needed start CPR 
 
 






the	AED	 issuing	an	 instruction.	However	 in	 this	 instance,	 this	 instruction	 is	not	 treated	as	
requiring	an	 immediate	 response	by	all	of	 the	participants	 in	 the	setting.	As	 the	AED	says	
‘Do	 not’	 N1	 removes	 the	 pad	 wrapper	 from	 the	 patient’s	 leg	 and	 moves	 away.	 She	





the	patient	 and	 thereby	aligns	with	 the	 instruction	 it	 has	 given.	 It	 can	also	be	 seen	as	 an	
attempt	to	encourage	others	–	for	instance	N3	–	to	align	with	it.	The	Doctor	begins	a	turn	in	
overlap	with	 her	 line	 6.	 He	 speaks	 in	 a	 loud	 voice	 and	 says	 ‘Stop	 for	 a	moment	while	 it	






one	by	 the	doctor.	 It	 is	 only	 the	Doctor’s	 instruction	 that	 receives	 immediate	 compliance	










here	 that	 institutional	 and	 professional	 identities	 are	 being	 played	 out	 to	 construct	 this	
particular	hierarchy.	It	is	also	useful	to	note	the	particular	way	in	which	the	Doctor	gives	his	





As	 the	 fragment	 continues	 we	 see	 further	 ways	 in	 which	 the	 actions	 of	 those	 present	
constitute	an	asymmetry	 in	which	the	Doctor	has	a	hierarchically	superior	status	 than	the	
AED	and	the	nurses.	 In	essence,	 the	Doctor	gives	 instructions	 that	contradict	 those	of	 the	
AED	 and	 the	 nurses	 comply	 with	 them	 rather	 than	 responding	 to	 the	 smart	 device.	 The	
Doctor’s	actions	create	a	misalignment	with	the	device	–	rather	than	in	Fragment	1	where	

















contrast	 to	Fragment	1,	 they	do	not	appear	to	treat	the	AED’s	utterance	as	an	 instruction	







From	 lines	 9-11	 the	AED	 first	 states	 that	 it	 is	 charging	 and	 then	 advises	 those	 present	 to	
‘stand	back’.	This	 is	 standard	procedure	as	 the	device	will	deliver	a	 large	electric	 shock	 to	
the	 patient	 that	 can	 be	 dangerous	 to	 others.	 The	 Doctor	 however	 directs	 the	 nurse	 to	
maintain	 compressions	 during	 the	 time	 period	 when	 the	 device	 in	 charging.	 During	 this	
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